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Significance of the Study
This study was conceived as an integral part of the total
social work process of diagnosis, treatment, and evaluation. It re¬
presents an effort to determine whether or not progress is made by
children whose parents are receiving therapy from the DeKalb County
Guidance Clinic, chiefly through the form of group therapy.
Underlying the treatment program at the Clinic is the belief
that a child can be helped with his difficulties through therapy with
one or both parents. A corollary to this assumption is that little
progress can be made by a child alone whose parents are not involved
in therapy. This reflects a trend in casework and related fields to¬
ward family-oriented diagnosis and treatment. This development repre¬
sents "a shift to viewing the distress of the individual as being not
the problem, but a symptom of the problem or pathology in the whole
family."^ It is a direct approach to the family xmit as a whole con¬
figuration -- its diagnosis and treatment.
^Sanford Sherman, "Joint Interviews in Casework Practice,
Social Work, IV (April, 1959), p. 20.
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"Many children are unable to benefit from therapy until permitted
2
to do so." Most important social relations are confined to the home
in early childhood and between family members. Behavior therefore is
q
determined by the home situation and the child's adaptation to it.
The treatment of a disturbed child is often complicated by the fact that
parents are disturbed and frequently more so than the child. Often a
child is brought in to save face for a parent who is really seeking
help. Parents may also bring the least disturbed child in the family
to the clinic. Many clinics are coming to realize that the family is
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the patient,
A child's misbehavior or lack of adequate adjustment to his
environment is frequently due to his responding to the unconscious
motives found in his parents.^ Parents' conflict! stemming back to
earlier relationships can be lessened through treatment and this will
in turn lead to a reduction of pressures upon the child and will lend
to a more consistent behavior pattern toward the child. Long term
treatment commonly increases the patients' acceptance of hostile
feelings; this is accompanied by more freedom in expression of positive
^James Crecraft, "Treatment in a Child Guidance Clinic," AMA
Journal of Disturbed Children, IIC (July 1959), p. 11.
Nathan Ackerman, "Family Diagnosis: An approach to the Pre-School
Child," American Journal of Orthopsychiatry, XX (October 1950), p. 452.
^Crecraft, op. cit., p. 11.
^Peter J. Hampton, "Group Psychotherapy with Parents," American
Journal of Orthopsychiatry, XXXII (1962), pp. 918-926.
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feelings in the parents' relationship to one another and with the
child.^
Frequently the child's problems are largely a reflection of
parents' marital conflict. Group therapy offers special advantages,
as a group process, for treating parents, over and above that afforded
in an individual approach. Including both parents in a group process
seems to provide the most effective approach for communication between
the parents and the total family problem.^
The primary purpose of group psychotherapy is the cure or im¬
provement of the underlying emotional illness in a family member.
Goals are modifications of symptoms and the better adjustments to life
situations on a permanent basis. The "therapeutic method permits the
patient to compare his own fantasy life, in the presence of the thera¬
pist and the adjunct group therapists represented by the sibling-group
members, with the life situations of other patients as well as with
g
their psychodynamic difficulties."
The fact that they project infantile wishes to be nurtured by
their mothers upon their husbands or wives is frequently recognized by
patients as occurring in other group members. They gain a kind of
pseudo-insight into the dynamics of other group members long before
they can accept similar dynamics in themselves. Insight is more often
/i
”john C. Glidewell (ed.). Parental Attitudes Sc Child Behavior
(Springfield, 1961), p, 52.
^James F. Cooper and Elizabeth Kittrell, "One Group for Both
Parents: An Experiment," Social Work, III No. 2 (April, 1958), p. 24.
^Victor Eisenstein (ed.). Neurotic Interaction in Marriage (New
York, 1956), p. 303.
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achieved by the active therapeutic function of other patients whose
explanations or interpretations are accepted with less resistance and
greater potentiality for permanent integration than the active inter-
Q
pretations of the "professional" therapist.
The group situation may be used for various degrees of acting
out behavior, release of feelings, recognition, approval, disapproval,
removal of stigmas, strengthening and socializing members. The group
method allows problems of each individual to become the concern of
the group, emotional releases are stimulated quickly as are human
relationships, tolerance of specific behavior can be achieved, and
children are compared with the real and not the ideal,
Parental behavior and attitudes can be an index to the probable
outcome of treatment. It has been observed that behavior problems in
children were found in families where the mother felt that she was not
responsible for the behavior of her children. On initial contact
parents may blame others (school, neighbors, relatives) for problems
appearing in the child. Sometimes parents feel the problem had no cause,
"it just happened.Treatment can be decidedly enhanced, as can the
child's eventual adjustment, by three factors;
1, The degree to which parents are emotionally
involved with their children's problems.
2, The feelings and attitudes that the parents
have toward treatment.
^Ibid.. p. 307.
Amster, "Collective Psychotherapy of Mothers of Emotionally
Disturbed Children," American Journal of Orthopsychiatry, XIV (1944),
pp. 44-51.
^^John C. Glidewell, loc. cit.
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3. The recognition of problems in self and desire
for treatment which the parents have.^^
The focus in treatment in very early thinking was on making the
parents over, with particular emphasis on their destructive behavior
with the child, "Treatment with parents, when therapeutic in the fullest
sense, is necessarily undertaken to help the parent as an individual
in his own right. If it is successful she benefits, and because she
13
does her child is helped,"
Behavioral changes begin occurring in the child as his parents
gain more insight into themselves and into their child's problems. These
insights allow for more flexibility and relaxation on the part of the
parents toward the child. A chain reaction seems to be taking place.
Eventually there can be complete disappearance of the child's symptoms.
A survey of the literature indicates a lack of evaluative and
definitive studies in the area of children's adjustment in light of
parental treatment. Furthermore there is a total absence of the parti¬
cular kind of study which measures parental change in therapy through
the progress shown in their children.
It is also interesting to note that the majority of information,
both in direct and indirect sources, pertinent to the study to be con¬
ducted in this paper was derived from sources other than those of social
^^Helen Leland Witmer, "A Comparison of Treatment Results in
Various Types of Child Guidance Clinics," American Journal of Orthopsy¬
chiatry. V (October, 1935), p. 352.
^^Glidewell, loc. cit,
^^DeKalb Guidance Clinic note on group therapy. No author, no
date, no page, (in the files of the Clinic).
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work literature per se.
Purposes of the Study
The basic purpose of this study is to determine the effective¬
ness of group therapeutic services rendered by the DeKalb County Guidance
Clinic to the parents and indirectly the children included in the study.
Another is to provide the Clinic with a possible method of following up,
evaluating, and recording the results of services. It is hoped that
this study will prove to be a useful instrument in measuring movement
and direction in ongoing cases and may possibly serve to further develop
a continuing procedure for the Clinic to use. In the process of
establishing this instrument it is hoped that there will also be certain
side effects: one, to establish a closer working relationship with an
important community institution, the schools, and to engage the coopera¬
tion of school personnel for more effective treatment; and two, to
further an educational and preventive influence along public health and
mental health avenues by the increased self awareness of school personnel
as a part of the total environment.
Scope and Limitations
This study was conducted during the writer's six-month block field
placement at the DeKalb County Guidance Clinic.
The data are necessarily somewhat subjective because they are
based exclusively on the observations, impressions, and evaluations of
individual teachers. A more detailed analysis of the various aspects of
teacher evaluation will be seen in a later section. There is the pos¬
sibility that once teachers are aware that a child is being evaluated
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by the Clinic, they may be alerted to that child's behavior and note
it more closely on the second questionnaire than on the first. They
may also become more or less involved with a child knowing that he has
been seen by the clinic.
The questionnaire itself contained an added limitation inasmuch
as it was pre-dated to apply in September, rather than in October when
it was administered. This introduced a possible element of inaccuracy
involved in memory recall when a teacher's present answer about a past
state might be somewhat affected by a lapse of time.
Since this study was limited to the children of current partici¬
pants and applicants for group therapy, there was some limitation in
the time allowed for change to occur. All the parents in group therapy,
excepting one, were in groups formed in September, 1964, which were
intended to extend into the summer of 1965. Because of the writer's
limited time in the agency it was necessary that the evaluation of move¬
ment due to therapy be measured before the group had run its full
course. There is the possibility that evaluation of movement which takes
place before the therapy groups have run their course will measure more
or less movement, or a different kind of movement, than would be present
if such an evaluation were made after the group therapy were completed.
The size of both the experimental and control groups was limited
due to the qualifying factors involved in their use.
A further limitation of the study was the homogeneous makeup of
the clientele of the Clinic.
The findings, conclusions, and recommendations made in this
study must be understood in terms of its scope. This study was conducted
8
on a sample of cases taken from the DeKalb Guidance Clinic clientele




The DeKalb County Child Guidance Clinic officially began as a
separate entity in November, 1957, although its origins date back as
far as 1934. It was then that a committee of the Atlanta Community
planning Council made studies and recommendations for the establish¬
ment of a guidance clinic in Atlanta. In February, 1948, as a result
of many community demands for the service of such a guidance clinic,
the Health Committee of the Community Planning Council appointed a
Mental Hygiene Committee headed by Dr. Robert Peck to make a survey
of current mental health needs. After careful consideration and study,
the committee recommended the establishment of a child guidance center.
This led to the formation of the Child Guidance Committee which de¬
veloped the plan for setting up a clinic.
It called for the establishment of a child guidance clinic under
the cooperative auspices of the three Public Health Departments of the
City of Atlanta and of Fulton and DeKalb counties, to provide a service
All information for this section was taken from the thesis of
Ann Dickens, "Children Who Fail: An Explanation of the Factors Inspiring




designed to meet the needs of children suffering from personality and
emotional disturbances. It was recommended that the clinic be financed
by tax funds appropriated by the City of Atlanta, Fulton County and
DeKalb County to be supplemented by funds made available through the
State Department as authorized by the National Mental Health Act, It
was agreed that the Clinic be administered by the City of Atlanta Health
Department with general policies being developed jointly by the three
local health departments.
The Child Guidance Conraiittee set up an Advisory Council in 1951
headed by Mr. Joseph Haas. The clinic officially began in August, 1951
when the Advisory Council hired the first director, a psychiatrist, Dr,
Alfred Agrin, and a clinical psychologist.
Prior to 1957, the DeKalb and Fulton County Child Guidance Clinic
operated jointly under the directorship of Dr. George Preston. In
November of 1957, the DeKalb Clinic became a separate entity with Mrs,
Ann Bunch as director. The DeKalb County Child Guidance Clinic was
housed at the Main Health Center, 126 Trinity Place in Decatur, Georgia.
It was an integral part of the DeKalb County Health Department and was
administratively responsible to the DeKalb County Commissioner and
through him to the Board of Health. Policies within which the clinic
could effectively operate were established by Dr, Thomas 0. Vinson,
District Director of Public Health in collaboration with the Director
of the Child Guidance Clinic. The overall operation of the clinic it¬
self was the responsibility of the Director.
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Description of the Agency^
At the time of this study, the professional staff consisted of
the Director, who was the senior psychiatric social worker, a part-time
consulting psychiatrist, one clinical psychologist, and two psychiatric
social workers, one of whom was part-time. There was a vacancy for
another psychologist.
The purpose of the clinic, as an integral part of the DeKalb-
Rockdale County Health Department, is to implement a program that will
have a significant effect in raising the level of mental health in the
population of approximately 320,000 individuals who reside in DeKalb
and Rockdale counties. In general the objectives are to promote under¬
standing of the psychosocial development of children and to provide
service for families in which emotional problems arise. These objectives
are approached through direct clinical, diagnostic and treatment ser¬
vices to children and families as well as educational programs, con¬
sultative services and participation in community planning groups. Thus
the clinic took both the direct and indirect apporach to the problem
of emotional disturbances and mental health.
There is no fee, and eligibility applies to all DeKalb and
Rockdale County families in which there are individuals who show signs
of emotional problems. Admission to the clinic is by referral only,
from schools, social agencies and professional persons such as physicians,
2
The remainder of information in this section was secured from
untitled, undated, anon3nnous mimeographed bulletins in the files of
the DeKalb Guidance Clinic.
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nurses, and ministers. In spite of the fact that the upper age limit
for those using the clinic was removed in 1962, helping disturbed or
troubled children has continued to be the clinic's major concern and
the cornerstone of its activities. Being a tax-supported agency, and
consequently sensitive to community needs and pressures, the clinic is
a service-oriented agency; that is, it places more emphasis on service
than on research or recording.
Although the need for therapeutic services far exceeds the
clinic's capacity, it is still the clinic's aim to direct its resources
to a group of responsible families in the community -- the family
which wants and needs help but cannot afford the fees for private
psychiatric care. It is the clinic's aim to give efficient, high
quality, professionally sound clinical services to children and their
parents -- and to help as many each year as possible. Since the primary
work of the clinic is focused on prevention, treatment is necessarily
limited to those where the optimal assistance can be rendered to the
maximum nxmiber of families within the limitation of the clinic's time
and personnel. After evaluation and diagnosis, it is the policy of the
clinic not to assume responsibility for the seriously ill and chronically
disturbed person requiring long-term treatment. Otherwise the clinic's
resources would be depleted in a short time with a limited number of
individuals, while many others would be waiting for service. By thus
defining policy, it is felt that the clinic's contribution to the
community can be enlarged. It is recognized that other resources have
to be developed to treat the more serious forms of illness. After the
individual's problem has been evaluated, the criteria for the acceptance
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of the family for therapy are based upon:a.) prognosisb.) total environmental situationc.) willingness and ability of family to cooperate.
It was in the direct service area where the advantages of the
team approach became more evident. Each family which brings a child
to the clinic for help receives the benefit of the combined skills of
the three disciplines. Through the coordinated team approach, the
psychotherapeutic evaluative skills of the psychiatrist and of the psy¬
chologist, and the casework and community focussed skills of the
social worker, are made available. During the intake process, both
parents are seen together, usually by the social worker, but sometimes
by the psychologist, for the intake interview. Because the parents
complete a rather detailed questionnaire regarding their child's problem
as they see it, prior to the intake interview, and information is also
obtained through the referral source, it is possible in this first in¬
terview to obtain more of an impression of feelings and attitudes
rather than having to elicit a good deal of factual information.
In the intake interview an attempt is made to assess both per¬
sonality and socio-cultural factors within the child's family background
which led to his and the family's malfunctioning. Although in the case
records there does not appear to be a great deal of weight placed on
socio-cultural factors, the staff members are aware of these factors,
and they are discussed in case staffings.
The psychologist, in his assessment of the child, uses both in¬
telligence and projective tests to arrive at a diagnosis which is
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primarily the result of the assessment of the child's ego functioning.
It is the opinion of the psychologist that projective tests such as the
Rorschach, T4T, Draw-a-Person, are equivalent to several diagnostic
interviews. When both the intake interview and the psychological evalua¬
tion of the child have been completed, the staff confers to discuss the
findings and to determine future planning for the family. In the in¬
take interview, the caseworker makes a tentative assessment of those
factors in the individual family members' personalities and their socio¬
cultural milieu which contribute to healthy or unhealthy social function¬
ing. The psychologist makes a diagnosis or assessment of the child's
ego functioning. The combined disciplines of the staff work together
to merge the two approaches to the problem into an assessment or diagnosis
of the total situation. In situations where more than usual difficulty
is encountered in arriving at an assessment and determining future
planning, the consultative diagnostic skills of the psychiatrist are
brought into use.
Future planning is determined on the basis of this assessment.
Thus the clinic appears to be basically geared toward orientation on
the picture of the whole of the child's environment and how he responds.
Assessment is an important factor in determining whom to accept for
treatment and the choice of treatment to be offered.
The clinic staff is interested in gearing the treatment to the
patient or family and in this respect is remarkably flexible in types
of service it offers. Services range from counseling and/or treatment
for parents, play therapy for the child, to family group therapy and
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group psychotherapy. Emphasis is not so much placed on the contribution
of each discipline as it is on attempting to match the type of indivi¬
duals, groups, and families selected for treatment to the personal
qualifications of the therapist. Aside from the fact that the social
worker usually conducts the intake interview, and the psychologist is
responsible for intelligence and projective testing, there is no clear-
cut line of demarcation between the psychologist's and the social
worker's roles in the on-going treatment of clients.
The staff feels it is not too important to look for differences
in methods between disciplines since there are more similarities than
differences. In this agency, it appears that the differences in methods
of approach lie more in the therapist's own personal make-up than the
discipline under which he has trained. The quality of the relationship
with the client and the skillful use of that relationship is of primary
concern while specific techniques and methods of treatment assumed a
secondary significance.
The types of patients selected for on-going treatment run the
gamut from minor situational problems to those families which give evi¬
dence of a severe emotional disturbance. Since the clinic is a commxmity
tax-supported agency with a waiting list and growing demands for community
services, a good deal of its work is geared toward more limited goals
and shorter periods of treatment.
There seems to be three general categories of patients seen in
therapy at the clinic. First there are those families who are coopera¬
tive, well motivated and less seriously disturbed. In those cases, a
valuable contribution can be made within a short period of treatment
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directed toward more limited goals, dealing more with reality, and aimed
primarily toward a corrective emotional experience. Then there are
those families who give evidence of more pathology and require a longer
period of treatment. The staff is likely to accept such a family for
more intensive therapy to the extent that the therapist feels he can
accept such responsibility. Because the services of a psychiatrist are
available on a weekly basis, it is possible with a small staff to obtain
regular consultation with the more intensive cases. The responsibility
then is actually a shared one. The assurance of this continued expert
guidance with more complex cases gives the therapist a feeling of greater
confidence and support in carrying out a deeper level of treatment.
A time limit is usually set with the family on the period of treatment
in the hope that they will later see their way clear to continuing
further treatment on a private basis. Many disturbed families who
appear to be well-motivated from the onset and who are financially able
to afford outside help are referred for private psychiatric treatment
immediately following the clinic's evaluation. The third category
consists of children who are diagnosed as having a psychosis probably
requiring long term treatment. The clinic accepts a limited number of
very seriously disturbed children for direct therapy often because of
unusual assets such as a high intellectual potential.
The clinic was instrumental during the past year in establishing
and assisting in the operation of the first public school class in the
county for emotionally disturbed children. This effort included research
as to how such a class should be organized and operated, teacher training.
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cooperative working with the school administration, and direct services
to the parents of the children included in this class. All the
children in the class were selected by the clinic, and the parents of
all the children are seen weekly at the clinic, the majority in groups.
Since 1962 the Clinic has extended its service to provide second
year field training for psychiatric social work students. Mrs. Ann
Btinch supervised one student each year, from 1962 to 1964. In September,
1964, two second year social work students began their field training
under her supervision.
Parent Group Therapy
Parents become available for the group program after the initial
diagnostic workup at the clinic. Decision as to whether parents will
be suitable for groups is a staff decision. Heterogeneous diagnostic
categories are represented and include reading and other academic dif¬
ficulties, speech difficulties, habit disturbances, acting out behavior,
inability to get along with peers and siblings, school phobias.
At the time of this study there were six adult therapy groups in
progress meeting weekly. Three groups consisted of mothers who met in
the mornings; one was a group composed of fathers who met in the evening;
two more evening groups consisted of mixed husbands and wives but not
couples. The leaders included the psychologist and three social workers.
The first therapy group was begun at the clinic in January, 1958,
consisting of four married couples. It was led by a psychologist.
Another group of mothers was started in February, 1958. Following this,
various combinations of parents' groups were conducted in 1959, 1960,
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1961, 1962, 1963, 1964, and 1965. The total number was sixteen, and
leaders were either psychologists or social workers. The average length
of a group's existence was about a year and a half.
The word "catalyst" best defines the role of the group leader.
His verbal participation in the group process is minimal, little active
direction is given to the parents in their efforts to evolve themes for
discussion; rather the leader reinforces productive discussion, examina¬
tion of the parents' own feeling, relation of their own behavior to
their children's problems, an examination of their own interreaction in
the group. This seemingly passive role of the leader places on the
members direct responsibility for their own involvement in the group
process; that is, the parents are encouraged to react to one another
rather than to the leader only. This approach, however, does not alter
the group's attitude toward the leader as a clinic staff member.
The principle of reinforcement and non-reinforcement is used
chiefly but use of supportive statements and occasional direct inter¬
vention is found to be helpful. Infrequent individual interviews are
used to help in the forward movement of the total group or to deal
with the problems not directly related to group process.
Individual members use the group in different ways according
to their own needs.
CHAPTER III
THE METHOD OF PROCEDURE
Measuring the Outcome of Therapy
Previous to and at the time of the writer's block field place¬
ment at the DeKalb County Guidance Clinic no effective measuring
instrument was available for use to determine the effectiveness of
group therapy with parents at the Clinic, It was out of a need for
such an instrument that this study arose.
Measurement of the outcome of group therapy may be approached
in one of five ways, none of which is superior to the other, theoreti¬
cally or empirically.
1. Standardized clinical judgments,
2. Ad hoc psychological tests.
3. Self evaluative statements of the patient,
4. Estimates of the patient by relatives and associates.
5. Objective criteria like hospitalization or return
to work.^
Since the Clinic is service-oriented, a method of evaluation
which could be easily administered and calling for a minimum amount of
Eugene Levitt, Helen Beiser, and Raymond Robertson, "A Follow-up
Evaluation of Cases Treated at a Community Child Guidance Clinic,"
American Journal of Orthopsychiatry, XXIX (April 1959), p. 337
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time spent by the therapists would be most practical,
A minimum of process recording is done in the groups, as in
the individual therapy cases, thereby allowing very little information
for evaluative purposes in the records. The group leaders would be
the only source of information as to the progressive changes occurring
in the participants of his group. The therapist's emotional interest
in the successful outcome of the experiment might bias his ability to
judge the movement of his patients objectively. No test as to the
reliability of their judgments could be made due to lack of recording.
In the majority of cases the children referred to the Clinic
are seen only once, for the period of two and a half hours on the
average, by the psychologist for testing. This would allow neither
the psychologist nor any other staff member to evaluate the movement
of the children since they are not seen for a long enough period of
time or under the proper circumstances for a progressive evaluation to
be made. This would then eliminate the standardized clinical judgment
approach to evaluation for use in this study.
The administration of follow-up psychological tests would be
costly and extremely time-consuming, thereby eliminating this method
of evaluation of change.
Because of the difficulty in devising and evaluating a system
of measurement to determine self-evaluative material of the children
involved in this study, we chose not to use this method. Self-evalua¬
tive statements of the parents were eliminated from the study since
the parents involved in therapy could be seen as being in a state of
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flux, perhaps too involved due to the immediate experiences of weekly
therapy to be able to give objective evaluations of themselves or their
situations.
Measuring Movement
It was for the aforementioned reasons that we chose to study the
child's movement according to the measurement of objective criteria.
Inherent in such an evaluation would be an indication of the parents'
movement in therapy in light of the child's behavioral characteristics
or change.
Since one of the goals of therapy with parents at the Clinic is
subsequent positive change in the child, one can assume that movement
in the child, which would not have occurred without the involvement of
the parents in therapy, may be attributed to the fact that the parents
have made some movement through their own therapy. It can be further
deduced that if the change made in the child is positive, in social
work evaluation, it may be due to some positive modification made in
the parents.
Up until entering school the family of a child forms his major
environment. "Compulsory school attendance provides a framework within
which the major part of the child's behavioral life is enclosed. It
therefore provides an area where S3miptoms of different types of disturbances
2
may be expressed." Once in school the child has another situation in
which he may manifest a variety of aspects of behavior. Relationships
^Jack Kahn and Jean Nurster, "School Refusal; A Comprehensive
View of School Phobia and other Failures of School Attendance," American
Journal of Orthopsychiatry. IV (1962), p. 710.
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with the teacher and other authority figures, relationships with other
children, problems arising out of the learning process and demands made
upon him by a structured setting such as the classroom, plus many other
everyday pressures, create a situation ripe for the expression of the
child's abilities to cope with his environment and may indicate the
strengths and weaknesses he drew from his past experiences.
The child's step into a wider environment although
offering relief from tensions that are related to
the inter-personal relationships in the family,
presents new hazards. He meets many seemingly
dangerous situations, many experiences of being
rejected, many demands that are beyond his
capacity, and many circumstances that require
him to give up his own important personal aims.
He cannot feel safe in this new world he is
experiencing unless he can also feel assured
that when anxiety or frustration is unbearable,
he can return to the primary relationships that
gave him security before. The parent, although
seeming to lose his importance during the
period the child is active with his playmates,
continues his significant role of providing
dependency security as well as an ideal for the
child to emulate.^
The teacher, unlike almost any other adult in his milieu outside
of his family, has the opportunity to observe the child day by day and
in numerous situations. For this reason we have chosen to use the
evaluations of the teachers as the method for measuring behavior in the
child over a span of time.
Most emotional illness or disturbance has a spontaneous remission
rate. This rate is likely to vary with the disease entity as with other
^Irene Josselyn, Psychosexual Development of Children (New York,
1948), p. 75.
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factors. Therefore a control group which closely resembles the treat¬
ment group in every way except for the factor of treatment is ideal for
measuring that change which may be attributed to the treatment. Improve¬
ment found in the control group is reasonably attributed to spontaneous
remission; any significant improvement in the treatment group above that
found in the control group may be reasonably attributed to treatment.
By use of a control group it is possible to determine if more
significant change occurs in the children whose parents are in therapy
as opposed to those who are not, as well the areas and direction of
movement.
Because behavior is symptomatic, with similar difficulties
cloaking dissimilar disorders, this study will not be able to point
up the positive resolution of an emotional disorder, but rather will
point up movement toward the resolution of symptomatic behavior, prog¬
nosticating a resolution of the disorder.
Helen Witmer has proposed a categorizing of degrees of improve¬
ment or adjustment which patients in a child guidance clinic can evidence
after treatment:a.) The original problems disappear, no new ones occur.
The child has friends of his age and sex normal for his age and I,Q,
The child's school work is consistent with his ability. If working, on
the job he is steady, reliable and interested. At home he is friendly
and cooperative.b.) Some traces of the original problems remain. Adjust¬
ment of the child may be less than ideal in one criterion, such as with
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parents, in home adjustment, with friends, at school, or at work.
While there is no marked maladjustment in any spheres it is not the
optimal adjustment made in £, No further treatment is indicated.c.) The original problems still exist. The child is suf¬
ficiently handicapped to note a lack of adjustment with other children,
at school, work or home.d.) There is a definite behavior or personality problem
evident. No or very little improvement has been made over the original
situation. • e.) The problems evident are more severe than they were at
the time of referral. New problems are evident, there is delinquent
or psychopathic behavior.^
This study measured movement in children from the beginning of
the school year, September 1, 1964, to the beginning of February, 1965.
This period included five months of the parents’ participation in
therapy groups, as well as a five months' period of waiting for those
other parents who expected to join therapy groups. Movement was defined
as change in the direction of alleviation of maladaptive symptoms which
appear in the attitudes, performance, and/or behavior of children, as
observed by the teachers.
This movement was measured by the use of a questionnaire submitted
twice to the child's teacher -- the first time in October, 1964 (predated
to apply as in September), and the second time in February, 1965. The
questionnaire was devised to be answered by either yes or no, or simple
^Helen Witmer, loc. cit., pp. 351-360.
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check marks. It recorded the teacher's observations of the child's
behavior, performance, and attitudes at the beginning of the year's
school term. The same questionnaire was submitted again in five months
to the same teachers, and the teachers again marked the appropriate
descriptions. By comparing these two questionnaires on each child, with
the changes or absence of change in the child as noted by the teacher,
we can tell what movement, if any, occurred in this child during this
period.
The h3^othesis tested here was that children whose parents are
involved in therapy will show greater movement toward alleviation of
maladaptive behavior than the children whose parents are not yet involved
in therapy.
The sample was selected by using all the current cases of
children whose parents were in therapy, or had completed the intake,
evaluative, and follow-up interviews.
Cases in which either the child or one of the parents were seen
individually either by the clinic staff or outside the Clinic were
eliminated from the study as were cases of children with severe or
significant brain damage. Cases in which therapy was discontinued be¬
fore the second questionnaire was administered were also dropped from
the study.
Three of the groups which were in session at the Clinic were
organized a month or less prior to the beginning of the study; one
group was composed of mothers who had been in a group for almost a year.
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One child in the experimental group was eliminated since her
teacher refused to fill out the initial questionnaire. This teacher
felt, despite the support of the study by the principal, that the
child had '•'no problems'^ and she did not want in any way to take
responsibility for filling out a questionnaire which was affiliated
with the Clinic, if the child was not in need of our services in her
estimation. This may indicate one of the degrees of difference among
individual teachers and their interpretations of the Guidance Clinic
and children being seen by the Clinic.
The control group of "waiting list" children and parents had
had the same nuinber of initial and diagnostic interviewing experiences
as the other group of children whose parents had begun group therapy.
The Questionnaire
The questionnaire was composed after consultation with Mrs. Bunch,
Director of the Clinic, all Clinic staff members, and study of existing
classification and descriptive material used by various agencies and
the state department of public health. Each questionnaire was personally
presented and explained to the individual teacher by one of the writers,
after previously setting up the appointment with the teacher through
the school principal. These appointments were scheduled after school
hours during the time the teachers are required to remain after the
children leave. The same procedure was followed again for the submission
of the second questionnaire.
Teachers were given a minimum of information as to the nature of
the study. They were told only that the Clinic was conducting a study
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to evaluate its group therapy. No further information was given as to
which children's parents were involved in therapy or the specifics of
the family's difficulty. Teachers were told that a second questionnaire
would be administered in about five months.
The questionnaire had certain limitations due to the method by
which it was designed. Had terminology and typical descriptions of
behavior as written by the school authorities on the referral form been
used for the questionnaire, there might have been a frame of reference




Before analysing the data it is necessary to discuss further
certain factors related to understanding the findings. One of these
may be called the implications existing in the use of teacher evalua¬
tions; another is the difference in meaning of behavior to teachers
and to social workers; another is variations in interpretations of
the various categories used in the questionnaire.
Possible Effects of Using
Teachers' Evaluations
Previous experiences of Buchmueller and Gilden had suggested
that teachers could make judgments of adjustment in school children
with an error small enough to make their assessments statistically
adequate.^ This was confirmed by the research of Ullman in 1952, and
others.^
Nonetheless, there should be some examination of the subjecti¬
vity of teachers. In the case of this study, it is possible and even
probable that the teacher's awareness of her having some part in the
study, as well as the attention directed towards the child himself by
^John C. Glidewell, loc. cit., p. 42,
2
C. A, Ullman, "Trends in Infant Care Ideas," Child Development,
XXII (1951), p. 199.
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the study, would stimulate a more subjective response. This teacher
and student were singled out, so to speak, for closer observation than
other teachers and students. The awareness of observation might produce
various effects on the teacher's attitude toward the child: it might
make her more sensitive and alert to the child's behavior and attitudes;
it might increase her sense of responsibility in influencing the child's
adjustment; it might have the reverse effect of relieving her of too
much involvement because of the responsibility the clinic was obviously
assxmiing. There are many conceivable reactions, depending on the
personality structure of the teacher.
These are all conscious subjective reactions. On the unconscious
level the subjectivity of the teacher can be explored in terms of pre¬
judiced or faulty perceptions. This involves the question of the
emotional stability of teachers and the existence of neurotic conflicts
3
which may affect their understanding or functioning. The phenomena of
transference and counter-transference in the classroom are often closely
associated with these other problems.
The teacher becomes the first major authority figure outside the
home. By tradition and by law the teacher is "in loco parentis" — in
place of the parent.
Attitudes such as defiance, obedience, and sullenness
toward the teacher may be precisely the attitudes which
the parents evoke in the child when they discipline him.
The youngster, therefore, easily substitutes the teacher
for one or both of his parents. The relationship to his
parents will determine the pupil's transference even when
3
Joseph C. Solomon, "Neuroses of School Teachers,"' Mental
Hygiene, XXXXIV (I960), pp. 79-90.
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his conduct in school is quite opposed in nature to what
it is at home. The transference in such cases becomes
the medium through which the child can express his am¬
bivalent feelings towards his parents.^
The well-adjusted teacher senses his role as parent substitute
and assixmes it without any inner conflict. "It is mainly in cases of
negative classroom transference or disturbed teacher-student inter¬
relationships, especially those resulting in learning difficulties,
that call for exploration and treatment."^
Various studies have pointed up that teachers' attitudes toward
problem behavior may differ from that of a mental hygienist. In a
study conducted on school social workers' and teachers' attitudes
toward problem behavior it was found that teachers show more concern
over transgressions against authority, dishonesty, immorality, viola¬
tion of rules, lack of orderliness, than do the social workers. Mental
hygienists rated, as most serious unsocial, withdrawing and regressive
behavior. Clinicians were concerned with dreaminess, overcritical
behavior, sensitiveness, shyness, to a greater extent than teachers.
Therefore one might suspect that teachers will show less concern for
those children who show withdrawn behavior than those who show aggres¬
sive, disruptive behavior.^
^Samuel Baron, "Transference and Counter Transference in the
Classroom," Psychoanalysis and the Psychoanalytic Review, XXXXVII
(1960), pp. 76-79.
^Baron, op. cit., p. 90.
^Elizabeth Stanley, Smith College Studies in Social Work (October
1959), p. 19.
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In a similar study conducted by John C. Mitchell, disorderli-
ness, inattention, smoking, disobedience, impudence, profanity, tardi¬
ness, masturbation, defiance, impertinence, and laziness were found to
be less serious by mental hygienists than by teachers or the general
population.
A study by Gumming showed widespread resistance to critical
thinking about behavior. It pointed up that to a remarkable degree
laymen fail to notice markedly deviant, even psychotic, behavior in
their day to day encounters. Confirming this study's findings about
teachers' perceptions of children's behavior are others which showed
that teachers were more successful in detecting potential delinquency
than in identifying serious mental illness among their children.^
This relates directly to two categories in the questionnaire
submitted to the teachers. One category described Aggressive, Dis¬
ruptive Behavior and could be considered as a non-conforming general
style of behavior. The other one was described as Notable or Charac¬
teristic Behavior and described mainly the conforming attitudes and
behavior. Movement in a child in one or the other categories might
be indicative of improvement or regression, depending on the specific
particulars of the individual's total situation. What might appear to
be conforming and "good" to the teacher might be indicative of some¬
thing different to the social worker. As Klein points out, many
^Jean Gumming, "A Follow-up Study of Emotional Symptoms in
School Children," British Journal of Educational Psychology. XEV
(1944), pp. 151-161.
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gchildren's problems arise out of inhibition or restriction of function.
Jossel3m views repression of affect, renunciation and denial as
major defense mechanisms utilized by children with learning problems.^
Analysis of Findings
The disproportionality in size of the experimental and control
groups and the small nimiber of people in the control group limit the
conclusions of this study to possible trends rather than conclusive
findings.
While conclusive evidence is not possible due to the above
mentioned limitations, ours may be seen as a pilot study forerunning
a similar study which can make use of the experiences and recommendations
of these researchers.
Tables 1 and 2.--All the cases studied in both control and experi¬
mental groups were referred by schools, with only two exceptions, these
being referrals from the juvenile court. This fact points to the suita¬
bility and appropriateness of using the school as a frame of reference
for noting change. A further breakdown of referral sources shows that
of the twelve school referrals, eight came directly from the school,
two were referred jointly by the school and the pediatrician, and two
were referred by the school at the parents' request.
g
Emanuel Klein, "Psychoanalytic Aspects of School Problems,"
Psychoanalytic Study of the Child, Vol. III-IV, p. 369.
Q
Irene M. Josselyn, Psychosexual Development of Children (New
York, 1948), p, 89.
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In analyzing the individual reasons presented in the referrals,
we find that eleven children were described as underachievers. If we
further examine the symptoms of the behavior problems we can classify
them in two large categories which can be called either conforming or
non-conforming to the general classroom behavior as seen by the teachers.
One half of the total school referrals fell into the category of non-
conforming behavior. This coincides with previous studies in bearing
out the teachers' sensitivity to more disruptive behavior. The remaining
half of the referrals included two which made no comment on behavior,
and four, which drew attention to a withdrawn, preoccupied kind of
behavior which is less disturbing to a classroom situation.
Table 1 shows five children who also had problems of under¬
achievement. Table 2 shows an increase of two more cases in this
category, one in the experimental group and one in the control group.
Of the total number examined in February only one child (in the experi¬
mental group) had improved sufficiently to move out of this classifica¬
tion. This is not a large enough proportion to indicate at this time
that group therapy alone was instrumental in effecting change.
TABLE 1
DESCRIPTIVE TABLE OF INDIVIDUAL CASES






C. H. school emotional problems, discipline
problems, and underachievement' X
K, G. school
pediatrician
failing all subjects, "preoccupied"
/^sthmati^T X
R. P. thru school by
parents' request
unhappy, nervous, unsure of
himself X
B. P. school fear of new teachers, indifference X




can't conform, restless and nervous,
attracted to girls and younger
children j^hates everybody and every-
thin^T X
G. T. school behavior - rejects authority, also
withdraws X
TA.BLE 1“-Continued






unwilling to talk at school X
R, R. schgol self-mutilation, tense,
nervous, withdrawn X
K. T. school lack of achievement X
A. S. juvenile court burglary X
Control
M. R. school behavior problems, disruptive,
talking X
C. N. juvenile court refusal to defend self X
H. M, school reading problem, distractive
behavior X
TABLE 2
















potential 8 3 2 1 9 2 2 1 +1 -100
Total 17 5 4 2 18 4 4 2 +1 -1
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Table 3.—The tabulation of the number of times aggressive,
disruptive behavior changed from one degree to another, within the
range of none to excessive, indicated that the control group showed
a greater percentage of change than did the experimental group, (40%
as compared to 71%).^^
A notably greater percentage of changes in the control group,
13%, as opposed to 5% in the experimental group, were made away from
the absence of aggressive, disruptive behavior into varying degrees
of it. This appears to mean that the direction of changes in the
control group moved toward less acceptable behavior into varying de¬
grees of it. This appears to mean that the direction of changes in
the control group moved toward less acceptable classroom behavior,
than did the group whose parents were involved in therapy.
This may indicate that a.) children respond to the changes in
their parents with more aggressive, disruptive behavior than allevia¬
tion of S3miptoms; b.) there has not been enough change in parents to
inhibit the progress of aggressive, disruptive behavior in their
children; c.) the process of group therapy may cause disruptive be¬
havior in children since the parents are in a state of flux; d) children
may realize that their behavior is not conforming to the demands of the
classroom but, because of previously established relationships between
teachers and/or peers, they are unable to reflect changes which have
occurred in their thinking.
^®A11 percentages were calculated on the ratio of total change
in each group relative to the number of children in each group.
TABLE 3
CHANGES IN AGGRESSIVE/DISRUPTIVE BEHAVIOR BETWEEN










J-N S M E N S M E N S M E N S M E N S M E N s M E
III, Aggressive/Dis¬
ruptive Behavior
a) clowning 7 2 2 0 1 0 2 0 5 5 0 1 2 0 1 0 -2 +3 -2 +1 +1 0 -1 0
b) talking ex¬
cessively 4 3 2 2 1 0 0 2 4 3 0 4 0 0 1 2 0 0-2+2 -1 0 +1 0
c) conflicts with
classmates 6 2 2 1 2 0 0 1 3 4 4 0 1 1 0 1 -3 +2 +2 -1 -1 +1 0 0
d) walking around 6 2 1 2 1 0 1 1 4 3 1 3 0 1 2 0 -2 +1 0 +1 -1 +1 +1 -1
e) bossy with
peers 6 2 2 1 1 2 0 0 8 1 2 0 1 1 0 1 +2 -1 0 -1 0 -1 0 +1
f) bully 8 1 2 0 3 0 0 0 8 2 1 0 2 0 1 0 0+1-1 0 -1 0 +1 0
g) temper tantrums 8 1 1 1 2 0 1 0 9 2 0 0 2 0 0 1 +1 +1 -1 -1 0 0 -1 +1
h) other 11 0 0 0 3 0 0 0 11 0 0 0 3 0 0 0 0 0 0 0 0 0 0 0
Total 56 13 12 7 14 2 4 4 52 20 8 8 11 3 5 5 -4 +7 -4 +1 -3 +1 +1 +1
In=none; S=slightly; M-moderately; E^excessively,
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Since two out of three children who comprised the control group
presented aggressive, disruptive behavior as a major problem at the
time of referral, it would be illogical to expect any sudden reversal
of behavior where no therapeutic intervention has taken place.
Table 4.—The control group showed much higher frequency of
changes than did the experimental group - 67% as opposed to 38% in the
experimental group. All changes in the experimental group moved in the
direction of lessening of maladaptive symptoms. In eight instances
there was change from moderate or excessive degrees to none. Although
the overall movement of the control group was proportionately almost
twice as large as the experimental, all of it was away from conforming
behavior, into the most extreme degree of excessive expression.
An outstanding fact in the results of findings in the two large
categories, as represented in Tables3 and 4, is the marked difference
of direction of movement between the experimental and control groups
in aggressive-disruptive behavior, whereas in characteristic-notable
behavior both experimental and control groups tended to move in the
same direction. This may indicate that group therapy inhibited further
development or display of maladaptive symptoms in the aggressive, dis¬
ruptive category. It further accounted for movement toward lessening
the severity of varying forms of notable, characteristic behavior as
well as completely eliminating some of it.
Table 5.—Tabulation of changes in Table 5 indicates that physical
manifestations showed the same number of changes in both groups, but
proportionately change in the control group was far greater. It showed
six out of a possible forty-two changes which is 14% while the
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experimental group showed six out of a possible one hundred and fifty-
four possible changes or 4%, There was a sharp contrast, however, in
direction of movement of symptoms. The experimental group showed
changes from yes to no, meaning that the physical manifestation tended
to disappear. The control group, on the contrary, changed from no to
yes, showing an increase in notable physical manifestations. This
section was included in our questionnaire because previous experience
has shown that these physical symptoms can be psychosomatic and indi¬
cative of emotional disturbances. However, we do not have sufficient
evidence here to indicate if these particular instances are reflections
of emotional disturbances.
When overall change is measured we have no indication that an
individual child moved, only that movement was made. That is, one
child could move away from conforming behavior in three categories and
toward it in eight. By these tables it could not be determined whether
it was one child moving eleven times or eleven children moving one
time each. Therefore no overall deductions can be made as to the
changes in individual children.
Because of the difficulty in tabulation and evaluation of
material in Sections IV and V of the questionnaire, these sections were
omitted in the analysis of data.
TABLE 4
CHANGES IN CHARACTERISTIC/NOTABLE BEHAVIOR BETWEEN












N S M E N S M E N S M E N S M E N S M E N s M E
IV, Characteristic/
Notable Behavior
a) daydreaming 4 2 2 3 2 0 0 1 5 2 4 0 1 2 0 0 +1 0 +2 -3 -1 +2 0 -1
b) unresponsive 6 2 3 0 1 1 1 0 8 2 1 0 1 2 0 0 +2 0 -2 0 0 +1 ■• 1 0
c) fearful 8 1 1 1 1 2 0 0 7 4 0 0 2 1 0 0 -1 +3 -1 -1 +1 -1 0 0
d) cries easily 6 2 1 2 2 1 0 0 9 2 0 0 2 0 1 0 +3 0 -1 -2 0 -1 +1 0
e) timid 6 3 1 1 2 1 0 0 7 2 2 0 3 0 0 0 +1 -1 +1 -1 0 -1 0 0
f) withdrawn 6 2 2 1 2 1 0 0 6 4 1 0 3 0 0 0 0 +2 -1 -1 +1 -1 0 0
g) apathetic 7 3 1 0 3 0 0 0 7 1 2 1 2 1 0 0 0 -2 +1 +1 -1 +1 0 0
h) depressed 6 3 1 1 1 1 1 0 8 2 1 0 1 0 1 1 +2 -1 0 -1 0 -1 0 +1
i) nervous 5 1 3 2 1 1 1 0 4 5 1 1 0 2 0 1 -1 +4 -2 -1 -1 +1 -1 +1
j) forgets homework 6 2 1 2 2 0 1 0 7 2 0 2 2 0 1 0 +1 0 -1 0 0 0 0 0
k) unusual sexual
behavior 10 0 0 1 3 0 0 0 10 1 0 0 2 0 0 1 0 +1 0 -1 -1 0 0 +1
1) other 11 0 0 0 3 0 0 0 11 0 0 0 3 0 0 0 0 0 0 0 0 0 0 0
Total 81 21 16 14 23 8 4 1 89 27 12 4 22 8 3 3 +8 +6 -4-10 -1 0 -1 +2
TABLE 5





Control Experimental Control Experimental Control
Yes No Yes No Yes No Yes No Yes No Yes No
IV, Physical Manifesta¬
tions
a) headaches 1 10 0 3 2 9 1 2 +1 -1 +1 -1
b) stomach aches 2 9 0 3 1 10 2 1 -1 +1 +2 -2
c) enuresis 0 11 0 3 0 11 0 3 0 0 0 0
d) epilepsy 0 11 0 3 0 11 0 3 0 0 0 0
e) overeating 0 11 0 3 0 11 1 2 0 0 +1 -1
f) undereating 1 10 0 3 1 10 0 3 0 0 0 0
g) tics, spasms,
nervous, , . 3 8 1 2 2 0 0 3 -1 +1 -1 +1
h) asthma, allergy 0 11 0 3 0 11 0 3 0 0 0 0
i) motor impairment 1 10 0 3 1 10 0 3 0 0 0 0
j) hyperactivity 1 10 2 1 1 10 2 1 0 0 0 0
k) stuttering 0 11 0 3 1 10 0 3 +1 -1 0 0
1) nausea 1 10 0 3 1 10 1 2 0 0 +1 -1
m) frequent general 3 8 1 2 2 9 1 2 -1 +1 0 0
n) other 1 10 0 3 0 11 0 3 -1 +1 0 0
Total 14 140 4 38 12 133 8 34 -2 +2 +4 -4
CHAPTER V
SUMMARY Al® CONCLUSIONS
In the present study we attempted to develop a research method
to record movement related to group therapeutic seirvices rendered at
the DeKalb County Guidance Clinic. In the process we reviewed previous
evaluative and definitive attempts in the area of children's adjust¬
ment in light of parental treatment.
Our survey of the literature indicated that there is a lack or
gap in the documentation of the relation of children's symptoms and
behavior to their parents' behavior and attitudes. In other words,
although there is a basic assumption underlying the treatment program
of the DeKalb Guidance Clinic as well as many other similar clinics,
namely, that a child can be helped with his difficulties through
therapy with his parents, there is no existing documented evidence of
such a principle. One study has shown how parental behavior and
attitudes can be an index to the probable outcome of treatment.^ An¬
other study has shown how the child's treatment may be enhanced by
2
the parents' self-awareness of their own emotional involvement.
John Glidewell, loc. cit.
2
Helen Witmer, loc, cit.
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However, there is a complete absence of the particular kind of study
which measures parental change in therapy through progress shown in
their children.
Hence, our basic purpose of attempting to determine the effec¬
tiveness of the group therapeutic services rendered by the Clinic to
the parents, and indirectly the children, was meant to provide a
definitive observation to this Clinic, and possibly also to provide a
useful instrument for measuring movement in both ongoing and future
cases.
The most difficult aspect of the problem of measurement and
evaluation lies in the method itself. Previous studies have used
various approaches in methodology, including standardized clinical
judgments, ad hoc psychological tests, self-evaluative statements of
the patient, estimates of the patient by relatives and associates, and
3
objective criteria like hospitalization or return to work. Our
choice of method was based on practical considerations of limitations
of agency personnel and time, as well as ease of administration and
especially elimination of as much of the subjective element as possible.
The use of teacher evaluations was thus a logical choice of method.
Previous experiences of researchers tended to show that teachers could
make statistically adequate assessments of children.^ Our study was
based on this assumption.
Levitt, et al., op. cit.
^Glidewell, loc. cit.
45
Numerous studies have pointed up the difference in the attitudes
between teachers and social workers toward children's problem behavior.^
This study tended to confirm previous findings about teachers' perceptions
of children's behavior. Since one-half of all the school referral cases
in this study fell into a category of non-conforming behavior, this trend
coincides with previous studies in bearing out the teachers' sensitivity
to more disruptive behavior.
This study was unique in the use of a control group along with
the experimental sample used. Even though the number of cases in the
control group was too small to validate conclusive findings, it added
a dimension to the study.
In reviewing the findings from the study itself,we find that all
cases studied in both control and experimental groups, with only two
exceptions, were referred by schools. This fact points out the appro¬
priateness of the choice made in the study to use the school as a
frame of reference for noting change.
An analytical description of the individual cases shows that
eleven of the fourteen children were described as underachievers.
Further examination of symptoms showed behavior problems which could
be generally classified as either conforming or non-conforming from a
teacher's point of view.
Although there was not a sharply delineated pattern of movement,
the tabulation of changes in aggressive, disruptive behavior from none
to excessive indicated that the control group of children did show a
’Baron, op. cit., p. 90.
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higher percentage of change than the experimental group did. A correct
interpretation of this points to the conclusion that these children in
the control group moved toward less acceptable classroom behavior than
did the children whose parents were involved in therapy.
In the category of notable, characteristic behavior, frequency
of changes was much more marked. The control group made twice as much
movement as the experimental group, but all of it was in the direction
away from conforming behavior. By contrast, the experimental group's
movement was in the direction of lessening maladaptive behavior symptoms.
An interpretative conclusion in comparing the findings in both categories
is that group therapy with the parents probably inhibited further de¬
velopment or display of maladaptive symptoms in the aggressive, dis¬
ruptive category, and further accounted for movement toward lessening the
severity of varying forms of notable, characteristic behavior as well as
completely eliminating some of it.
Changes in physical manifestation in both groups showed two
factors. One was the greater proportion of movement made by the control
group, and the other was a clear contrast in the direction of change in
symptoms, whereas the control group showed an increase in notable phy¬
sical manifestations. Even though this section was included in our
questionnaire because previous experience has shown these physical symp¬
toms can be psychosomatic and indicative of emotional disturbances, we do
not have sufficient evidence in this study to indicate if these parti¬
cular instances are reflections of emotional disturbances.
Furthermore, no overall deductions could be made regarding
changes in individual children, since our tabulation was focussed on
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total movement in the experimental and control groups.
Thus, the general conclusion which can be made is that the
basically inconclusive findings emphasize the need for developing more
effective measuring techniques in this highly subjective area of
evaluation. Definite trends were noted in support of the hypothesis:
that children whose parents are involved in group therapy show greater
movement toward alleviation of maladaptive behavior than do those whose
parents are not involved in therapy.
When we ask if this study has any meaning in terms of a contri¬
bution to what is already known in the particular field of evaluation,
and for the agency where it was completed, we can say that it does have
something to add. It can be considered a pilot study, in a very small
way, for evaluating therapy in a family group. Inasmuch as this parti¬
cular method of evaluation has not appeared in the literature, we can
say that the study indicates a need for further research in refining
instruments of measurement, It points out a need for providing more
scope through enlarging the sample and extending the time to completion
of therapy. An additional dimension of measurement might be included
in future studies by also using parents' evaluation of children in




DEKALB COUNTY GUIDANCE CLINIC
QUESTIONNAIRE FOR TEACHERS
Please check appropriate descriptions of child's behavior
I. Underachievement
a. failure to achieve at grade level
b. failure to achieve at individual's potential (I,Q, if
known)





b. talking excessively or out of turn
none moderately
slightly excessively









































































a. headaches yes no
b. stomach aches yes ^no
c. enuresis yes ^no
d. epilepsy yes ^no
e. overeating yes ^no
f. undereating yes ^no
8 • tics, spasms, nervous mannerisms yes no
h. asthma, allergy yes no
i. motor impairment. bizzare gate. spasticity, inability
to coordinate yes no
j. hyperactivity yes ^no
k. stuttering yes ^no
1. nausea yes no
m. frequent general complaints yes ^no
n. other yes no
nterpersonal relations (check all appropriate descriptions)
a. with other children
1. own age
a. cooperative g. competitive
b. resentful h. bossy
c. hostile i. dependent
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